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Mr. Chairman and Gentlemen: 

I have accepted this opportunity of addressing you with much 
pleasure, as there is'no group of men which is more vitally in- 
terested in, or more frequently brought in contact with, the types 
of cases that I shall speak of to-night, than the ophthalmologists. 
In speaking of these cases, though I shall dwell mainly on the 
ocular symptoms, I shall look at thein from the neuro-surgical 
point of view and not from the ophthalmological. In other 
words, I have not come here to talk ophthalmology to you, 
ophthalmologists, but rather to speak of those questions which 
interest us both. ' 

For the sake of convenience, I shall divide my paper into two 
parts; first, the general ocular symptoms of intracranial press- 
ure; second, the localizing symptoms. Under the first heading, 
of course, comes choked disc or papilloedema, formerly generally 
spoken of as optic neuritis. We are, | believe, all agreed that 
this phenomenon, when associated with increased intracranial 
tension, always is a pressure phenomenon. The various experi- 
mental researches on this subject admirably reviewed in Wil- 
brand and Saenger’s “Neurologie des Auges”’, Vol. II, Part 2, 


*Read before the Onhthalmological Section of the St. Louis Medi- 
cal Society, Dec. 4, 1912. 
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establish beyond all question that choked disc is due to pressure. 
I trust that ophthalmologists, as well as neurologists, are of one 
mind on this matter. 

There is a condition known as optic neuritis, which is a true 
inflammatory process of the optic nerve and retina, but in a large 
majority of instances the differentiation, it seems to me, is not 
possible. The distinctions Wilbrand draws between these two 
conditions have seemed to me vague and uncertain. One point 
on which he lays considerable stress is that when the swelling is 
less than a certain number of diopters, we are dealing with an 
optic neuritis, while when the swelling is above this number, it 
constitutes a choked disc. If choked disc and optic neuritis are 
different pathological processes, such a distinction seems ob- 
viously wrong, for then a choked disc, that is an increased press- 
ure phenomenon, would at a certain period, pass through the 
condition known as optic neuritis. The most important distinc- 
tion has seemed to me this, that in a choked disc only the nerve 
head is affected by the swelling, while in optic neuritis the retina 
is also involved. A further difficulty arises in that in condi- 
tions in which there may be a true inflammation,—optic neuritis, 
—there also may enter the element of increased pressure and 
consequently choked disc, as in meningitis of septic or tubercular 
origin and in cerebral syphilis. 

As every case with choked disc may at almost any moment re- 
quire surgical interference, we must make up our minds in ad- 
vance what attitude to take in this question. My feeling has 
been, and I have taken this attitude in all cases, that if a case 
showed a retinal picture of this sort, together with some other 
evidence of intracranial pressure, the retinal picture was due to 
pressure and not to inflammation, regardless of the amount of 
swelling. A careful physical examination will help to differ- 
entiate albuminuric retinitis which at times is difficult to dis- 
tinguish from a choked disc. 

This naturally raises the question, when should the surgeon 
operate for the relief of a choked disc. In order to obtain the 
best results, the earliest possible moment is the only safe time, 
and certainly before there are any evidences of beginning 
atrophy. To wait until atrophy begins, as has been recommended 
at various times, is a fatal mistake, for of course that means that 
there already has been some destruction of the optic fibres. 

Within the past few years, Cushing and Bordley' have shown 


that eyes, before a choked disc develops, may show inversion or 
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interlacing of the color fields. It has never been my good for- 
tune to see a case in which this symptom was present without 
also a choked disc. Cushing has had several such. It is a most 
valuable symptom and one we must look for with greater care 
in all suspicious cases of intracranial pressure. There has been 
some difference of opinion about this observation, due, it seems 
to me, to two reasons: first of all, because not enough time is 
devoted to the taking of the fields, and secondly, because the 
colors have not always been primary ones.* 

I have observed this interlacing myself so frequently, and seen 
it clear up so rapidly after relief of pressure, that in my experi- 
ence at least it has proved a symptom of value. It may be ab- 
sent as may also choked disc, but it occurs in a large percentage 
of cases of increased intracranial pressure just as does choked 
disc. In those cases in which no choked disc is observed, the 
disease is either in a very early stage, or there is an infiltrating 
tumor which causes little or no pressure, or a natural decom- 
pression has occurred through separation of the sutures as in 
children. 

You may have noticed that I have spoken constantly of in- 
creased intracranial tension, and not brain tumor. I have done 
this advisedly for there are conditions other than tumors that 
cause pressure, hence also destroy the eyesight. I have in mind 
particularly syphilis either when it forms a gumma in which case 
it can be considered as no different than a tumor or a more dif- 
fuse process. These cases of choked disc I believe have not re- 
ceived sufficient attention as regards their surgical treatment.’ 
The optic neuritis produced by cerebral syphilis in so far as it is 
due to pressure, subsides after operation, as does choked disc due 
to tumor. I believe that in some cases of cerebral syphilis, we 
may have only a choked disc, that is merely pressure, at other 
times an inflammatory process, optic neuritis with pressure 
symptoms. It may be that at time there is a true optic 
neuritis alone, an inflammation without pressure, but I have 
no positive information on that point. Since choked disc 
and optic neuritis are frequently so difficult to distinguish, 
it would be unwise to say in any given case that there is no 
choked disc at all, only inflammation. These cases of choked 
disc due to syphilis are relieved by a decompression operation, 

*\ much more accurate instrument, recently made by DeZeng, in 


which the colors have been prepared with great care, should obviate 
this second difficulty. 
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and this operation should be considered in cases in which the eye- 
sight is failing in spite of the administration of specific treat- 
ment. 

On the border line between general and localizing symptoms 
lies the question of the diagnostic significance of unilateral choked 
disc. There is still considerable difference of opinion about this 
question. You all, no doubt, are familiar with the paper of Dr. 
Leslie Paton,’ of the National Hospital for Paralyzed and Epi- 
leptics, London, in which he attacked Sir Victor Horsley’s view 
that there is more choked disc on the side of the lesion. 

In every eye that shows swelling, one ought to know the dura- 
tion of the process and its duration in comparison with the other 
eye, as well as the number of diopters .of swelling. It is not 
enough for the neurological surgeon to know that eyes show a 
choked disc, and how many diopters of swelling there are in 
each eye, but he also must know whether the pathological provess 
is older in one eye than in the other. Thus, in a given case, the 
right eye may show less swelling tlian the left, yet the process 
may be more advanced in the right eye as the choked disc may 
be subsiding, therefore the character and amount of exudate and 
the duration and character of the hemorrhages must be reck- 
oned with From an ophthalmological standpoint, it may be 
enough to establish the presence of a choked disc, but the sur- 
geon must know more about the eye grounds. A difference be- 
tween the two eyes may influence his diagnosis and where he will 
direct his attack. 

Is the choked disc greater on the homolateral side? Wild- 
brand and Saenger have gathered all the available data on this 
question, and though there is no uniformity of opinion, it seems 
that the more anteriorly in the cranial cavity a tumor is situated, 
the more frequently does the homolateral eye show a more ad- 
vanced choked disc. With tumors in the posterior fossa unilateral 
swelling is of little localizing value, and the frequent association 
of an internal hydrocephalus which may distend one ventricle 
more than the other makes this even more uncertain. I wish to 
emphasize again, however, before leaving this point, that it is not 
the amount of swelling, but the duration of the process that is all 


important. 
I turn now to the ocular symptoms which may be of value in 


localizing the lesion. First among these come the ocular nerve 
palsies. These may be affected at their origin in the pons or in 
their course after leaving the pons and before they leave the skull. 
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The sixth nerve is often affected transitorily and this Cushing* 
has shown is really a general pressure symptom rather than a 
localizing one, for at times the nerve instead of passing to the 
anterior side of the branches of the basilar artery, passes be- 
tween them and the pons so that it becomes compressed and thus 
partly paralyzed. This explanation undoubtedly clears up many 
cases in which we have hitherto attempted to make use of sixth 
nerve paralysis as a localizing symptom. It is only rarely, I be- 
lieve of value in that respect, but should always suggest a possible 
intracranial complication. Such a case was that of Mr. C. who, 
twelve months before his other symptoms appeared, had a tran- 
sient sixth nerve paralysis and headache, according to his history 
as we obtained it at the Washington University Hospital. Only 
at the end of twelve months did he begin to show unilateral in- 
volvement of his tongue. When he finally came to us in Novem- 
ber, 1911, he was totally blind, had most of his cranial nerves 
involved by an intracranial growth, and was in the last stage of 
his disease. It was a growth arising from the dura and produc- 
ing bone, which started, as far as we can determine, about the 
hypophysis and compressed but did not involve it. It is not un- 
likely that when first seen with his sixth nerve paralysis, a care- 
ful neurological search might have revealed an interlacing color 
field, a central scotoma, or some other evidence of beginning 
pressure. Seen at such a state, there is a prospect of relief for 
these patients,—that is at the onset of the disease,—but when the 
process has reached such a stage as this had, the prospect is hope- 
less.* Little wonder that brain surgery and brain tumors are 
called inoperable or hopeless when we see them at this final 
stage. To expect to cure a patient at this time is like trying to 
save a carcinoma case that has produced general metastases. 
That the sixth nerve paralysis may be of localizing value is 
shown by this hopelessly advanced case in which the first symp- 
tom was complete bilateral external rectus paralysis and evi- 
dently the two sixth nuclei were first destroyed as shown by a 
study of the specimen. When we first saw this patient, she was 
comatose and had all the signs of excessive intracranial pressure. 
She had a convulsion with respiratory involvement the night be- 

*This tumor was the size of an orange and had invaded the base 
of the skull and the petrous bones on both sides. It had also involved 
the floor of the middle fossa and the sella turcica. 

+The cross section of the pons in this case showed an infiltrating 


glioma which had invaded the pons to its ventral surface, completely 
distorting it. The pons was twice its normal size. 
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fore she entered the hospital. Though this case was a hopeless 
one from the outset, for the region about the aqueduct of 
Sylvius is up to the present a “noli me tangere”’, every case, when 
allowed to reach the stage that this patient did, becomes a hope- 
less one. We must see them long before this if we are to get 
results, and the ophthalmologist often sees these patients when 
the greatest promise of relief can be held out to them, that is 
when the earliest intracranial symptoms may be detected. 

Nystagmus, as evidence of possible cerebellar disease, is al- 
ways a symptom of importance. I merely mention it here as it 
more properly belongs in a discussion on ear conditions. The 
many other conditions in which this symptom occurs need not 
be considered here. Suffice it to say that with the investigations 
of Barany® and Neuman, this symptom has acquired greater 
value and a more satisfactory interpretation of nystagmoid move- 
ments has been made possible. 

Anesthesia of one cornea (what Oppenheim speaks of as a- 
reflexia of the cornea), is one of the earliest symptoms of dis- 
ease in the cerebello-pontile angle. The first sign of pressure on 
the fifth nerve, the trigeminus, produces this corneal anzsthesia 
before there may be any pain or other involvement of the nerve. 
This symptom is most often noted in tumors of the acoustic 
nerve, which in pressing forward exert slight pressure on the 
trigeminus. 

Conjugate deviation of the eyes with or without movements of 
the head is still another sign of great value. This aura may open 
a Jacksonian convulsion and is due to irritation of a special cor- 
tical center lying in front of, and a little above the facial center 
in the precentral convolution. In making use of this symptom, 
however, one must be careful not to confuse it with the turning 
of the head so commonly seen in the course of a general epileptic 
seizure. Conjugate eye movements may also be produced by 
stimulation of the anterior corpus quadregeminum, as has been 
proven experimentally. When this is associated with precocious 
development and increased sexual desires, it forms a clinical 
picture said to be characteristic of tumors of the pineal gland.°® 
The various forms of hemianopsia and their significance are only 
too well known. Partial or complete bitemporal blindness is one 
of these and is evidence of pressure just in front of or behind the 
optic chiasm. As a rule, the pressure is exerted behind the 
chiasm from disease of the hypophysis, and I do not know how 
it would be possible to determine whether the process is in front 
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of the chiasm from a study of the fields alone. However, a dif- 
ferential point may be the involvement of the olfactory sense in 
a process in front of the chiasm, due to pressure on Gudden’s 
commisure, a group of fibres lying in the anterior part of the 
optic chiasm, and connecting the olfactory lobes. These cases 
of tumors in front of the chiasm are so rare that I know of no 
observations that bear out this view; however, we ought to be 
on the lookout for it, as it may be a means of recognizing them. 

Homonymous hemianopsia indicates involvement of the optic 
tract somewhere between the cuneate gyrus of the occipital lobes 
and the optic tract posterior to the chiasm. To determine ex- 
actly where in the course of this path the lesion lies presents at 
times great difficulty. If it lies in the cortex, we may have 
Jacksonian convulsions starting with a visual aura, the patient 
seeing colors or flashes of light, or strange objects. It is im- 
portant to note the side on which they appear. A patient with a 
lesion in the cuneus may have such an aura without a spreading 
convulsion that involves the extremities. 

If the lesion lies more deeply in the optic radiation, there may 
also be no convulsions though there may be sensory phznomena 
from the growth pressing on the posterior part of the internal 
capsule. The involvement of the central point of vision, Wil- 
brand’s prism test, and Wernicke’s hemiopic pupillary test, may 
further help to localize the lesion. Just before the optic fibres 
enter the primary optic centers, that is the anterior corpora quad- 
rigemina, external geniculates and pulvinar, they pass through 
Wernicke’s zone. In this area the fibres from the olfactory cen- 
ter, gustatory center, and visual center’ lie close together in 
Wernicke’s field, and consequently a lesion here gives symptoms 
referable to all three of these centers. 

Another interesting form of visual field involvement has been 
observed in temporal lobe lesions. A portion of the visual fibres, 
those supplying an upper outer sector of the field, take a very 
circuitous course in the temporal lobe, and careful perimetric 
charts every 15° will demonstrate this sector which is not ap- 
parent when the fields are taken at 30° or 45° intervals. 

In closing, I would emphasize the occurrence of central sco- 
tomas without any ophthalmoscopic change, due to frontal lobe 
growths, a tumor or abscess pressing directly on the optic nerve. 
This symptom described several years ago by Kennedy® in two or 
three cases, is one we must keep in mind. The fact that the 
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tumor pressed directly on the nerve and constricted the sheath, 
prevented any cerebro-spinal fluid from being forced into it and 
thus prevented the production of a choked disc. 
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ABSCISSION OF THE CAPSULE WITH KNIFE 
FORCEPS IN CATARACT EXTRACTION.* 
By A. E. Ew1ne, M.D., 


ST. LOUIS, MO, 


A successful removal of the central portion of the lens capsule 
with a De Wecker’s scissors gave rise to the suggestion which 
was made in this Journal October, 1910, that this method of 
getting rid of the capsule would obviate any traction on the 
zonule, and thereby diminish the evil consequences which may 
later arise from disturbance of the ciliary region. Trials were 
also made with toothed scissors with uniformly better results in 
obtaining a clear central opening than can be depended upon 
with either the knife needle or the cystotome. However, in sev- 
eral of the cases the clear opening was smaller than is desirable, 
due to the edge of the right blade of the scissors being inclined 
forward and not grasping the capsule. In order to overcome this 
difficulty, trials have recently been made with four forms of 
what may be termed knife forceps, which are forceps armed at 
the ends of the prongs with small sharp knives, having thin edges 
inclined backward in such a manner as to cut into the capsule. 

In the first trial, which was undertaken with a form having a 
small nick near the end of each blade, the expectation being that 
the nicks would hang the abscised capsule and bring it away in 
the withdrawal of the forceps, the knives merely cut through the 


*Read before the St. Louis Ophthalmological Society, Dec. 9th, 1912. 


| 
| 
| 
| 
| 


Knife Forceps in Cataract Extraction. 361 


| | 
4 
| 
\ 


Fic. 1. Capsute Apsciss1on Forceps: D, actual size: 


A. Form of blades with edges straight, greatly enlarged: 
B. Form of blades with edges sinuous, greatly enlarged: 
C. Angle of the blades one to the other. 


capsule along its upper border. This provided a large and easy 
exit for the lens, but the capsule was left wholly in place. 

In the second trial, similar forceps were employed, except that 
the knives were tipped at the ends with teeth such as are used in 
some forms of iris forceps, one tooth interlocking with two. 
These caused an unsatisfactory traction on the capsule at its 
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lower border, but the capsule was freely divided in all its upper 
portion, so that it came away otherwise readily, accompanied by 
considerable cortical substance. 

Again, in the third trial, similar forceps were resorted to with 
the difference that a knife-edged tooth was placed at the end of 
each blade, as shown, greatly enlarged, in the accompanying illus- 
tration (Fig. 1A), the tooth being as broad as the space in which 
it is to be used will permit, really a miniature knife, with its 
edge at right angles to the edge of the larger knife blade, and 
arranged so that the edge of one tooth would pass the edge of 
the other, after which the teeth would lock, one against the other 
when the blades were closed. In this way the edges of the teeth 
are protected, while the interlocking prevents the edges of the 
blades touching one another, except at the heel, which is intended 
in order to thoroughly divide the capsule at its upper border, and 
which is further provided for by the edge of one of the blades 
being a little prominent at the heel. Each knife has a continu- 
ous cutting edge from the heel to the anterior angle of the tooth, 
where the tooth is somewhat rounded in order to prevent an en- 
gagement of the iris. The edges of the blades are inclined back- 
ward at an angle of 140 degrees the one to the other (Fig. 1C). 

The action of this forceps is excellent, but in testing it on 
gutta percha tissue the blades sometimes slip a little before en- 
gaging the membrane. To obviate this and still preserve the 
knife edge, another form was constructed, in every way similar 
except that the edges of the blades are sinuous, after the manner 
of the ordinary “bread-knife” (Fig. 1B). The tooth-like pro- 
cesses of these knives immediately cut into the capsule. 

In either of these forms the blades may be straight, or curved 
a little forward, so as to be slightly convex on their posterior 
surfages. This slight convexity enables the knives to grasp the 
capsule over its center with greater certainty. Whether with 
straight or sinuous edges, the forceps are so constructed that 
they are blunt, rounded and smooth over the end teeth, and on 
all surfaces of the knives in order to readily enter the wound 
and pass between the lens and the iris. There is no grasping or 
cutting action of either the teeth or the blades, except backward 
and at the end, and this only as the blades are being closed. 
The length of the blades is 6.25 mm. and when closed the two 
together have a width of 1.00 mm. and a thickness of 0.5 mm. 
For use in simple extraction shorter blades may be necessary. 
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The handle may be straight or curved. I prefer an instrument 
with very light tension and which has about the size and form of 
the one shown, natural size, in the accompanying diagram (Fig. 
1D). The blades may also be attached to handles such as char- 
acterize the De Wecker and McClure types of scissors. 

In its employment, following the iridectomy and the replace- 
ment of the iris, the blades are closed and introduced in front of 
the capsule until the points pass behind the iris at the lower pu- 
pillary margin. The blades are then permitted to open six milli- 
meters or more, a moment is given for the knives to become im- 
bedded in the lens, and the blades are closed and slowly with- 
drawn. No backward pressure is necessary, and should not be 
exercised, for fear of dislocating the lens. Great care should be 
taken to pass the point of the forceps back of the iris at the 
lower border of the pupil in order to be sure of not engaging 
the iris. Following the removal of the capsule the lens is ex- 
pressed in the usual manner, after which the iris had best again 
be replaced, else a squared pupil, eccentric toward the corneal 
incision may be obtained because of the iris having been pushed 
to either side in the grasping of the capsule. In their manipula- 
tion these forms of forceps present no difficulties greater than 
other instruments devised for the rupturing or the removal of 
the capsule, and their action is far more positive. 


AN UNUSUALLY LARGE CYST OF THE LOWER 
EYELID.—OPERATION. 


By ALT, M.D., 
ST. LOUIS, MO. 


H. A., a boy, 9 years of age, was brought to see me by Dr. E. 
Evers, of this city, on October 28th. 

The boy’s family had noticed a swelling on his right lower lid 
a year or more ago. After it had obtained some size it burst 
and collapsed, but refilled soon again. No further definite data 
can be gained from the mother. Lately the boy had been sent 
home by the school teacher because his vision was interfered 
with. 

When I first saw the boy, a little more than the nasal half of 
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the right lower lid to the very caruncle and including the lacrimal 
canaliculus was replaced by a cyst. This cyst reached as far as 
the conjunctival fornix on the inner and somewhat below the 
tarsal tissue on the outer surface. Its highest part was raised 
about four millimetres above the normal lid margin and covered 
part of the pupil nasally. 

The appearance of the cyst was that of a serous one. It was 
translucent except in front where a band of denser tissue crossed 
the outer cyst wall in an almost horizontal line. The conjunc- 
tival surface showed no bloodvessels and appeared so thin that 
it was rather astonishing that it had not burst. Slight little lines 
barely distinguishable where the lid margin had been reminded 
one of the Meibomian glands. The entrance to what had been 
the lacrimal canaliculus was seen as a small opening without any 
papilla. 

The question was how to remove this really enormous cyst 
without much disfigurment. Had I -excised it, as the doctor 
thought best, this would have necessitated a plastic operation, in 
which sliding flaps would probably have been most serviceable. 
‘However, I decided to go at the tumor in a more conservative 
manner by evacuating the fluid contents and packing the cavity. 
I hoped that in this manner an adhesive inflammation might be 
brought about, glueing the anterior and posterior cyst walls to- 
gether, and that the shrinkage of tissue would be sufficient to 
finally remove all unsightliness. 

Accordingly on October 30th I incised the cyst through the 
skin surface at its lower margin. A thin, yellowish fluid escaped 
which showed no form elements whatever. An iodoform tam- 
pon was introduced into the collapsed cavity and held there. 
However, when I saw the patient about a week later, the tampon 
which had been renewed by the doctor had fallen out, the wound 
was closed and there seemed to be a small quantity of fluid in 
the very considerably smaller cyst. On November 11th I there- 
fore made again an incision through the outer wall and swabbed 
the small cyst space with tincture of iodine. 


Ever since the tumor has gradually shrunken and now forms 
a very small solid nodule at the edge of the lid, like a small 
stye. There is not the slightest evidence of any fluid contents 
and I suppose soon not much of a trace will be left, or what may 
be left can be easily removed. A few eyelashes have appeared 
at the former site of the tumor and those from the temporal half 
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have been drawn towards them, so that the lid margin looks 
fairly well again. I am even inclined to think that the lacrimal 
canaliculus in this lid is again permeable. 

Not having seen the beginning of this cyst formation, it is 
impossible for me to form a definite opinion regarding its origin. 
Yet, its situation and appearance seem to make it very probable 
that it started from a modified sweatgland. 


TRANSLATIONS. 


ON THE ACTION OF QUINIA ALKALOIDS ON THE 
CORNEA.* 
First Communication. 
By J. MorRGENROTH AND S. GINSBERG. 
(From the bacteriological department of the pathological institute of 
the University of Berlin, Germany.) 
Translated by Adolf Alt. 


The anzsthetizing action of quinine has of late only come into 
notice, without, however, attracting the attention of larger medi- 
cal circles. 

Thibault! was probably the first to use quinine for infiltration 
anesthesia. Like most of his followers, he employed the 
chininum dihydrochloricum carbaminatum, which contains 70 
per cent. of quinine. It is known that urea present in this prepa- 
ration extraordinarily increases its solubility; but such additions 
are hardly necessary since we possess in hydrochininum hydro- 
chloricum? (Zimmer) an extremely easily soluble neutral alka- 
loid, which is therefore just right for purposes of injection and 
very active. 

Thibault, by injecting 1.5 to 4 per cent. solution of other 
quinine salts, too succeeded in producing painlessly, after 5 
minutes, an anesthesia which lasted from 1 to 6 hours. As 
special advantages he recognized the certainty of action, the 
possibility of heat sterilization and the slight poisonous quality. 

Following Thibault, Brown’ in a short communication recom- 


*Berliner Klin. Wochenschr., Nov. 11, 1912. 
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mended the injection of a 3 per cent solution of chininum hydro- 
chloricum in the warmest terms, especially for tonsillectomy. 

Extensive experiments were, then, made with infiltration 
anesthesia by Hertzler, Brewster and Rogers,* who used quinine 
urea solutions. These surgeons performed a considerable num- 
ber of large operations with local quinine anesthesia (drainage 
of the gall gladder, explorating laparotomies, castrations, re- 
movals of tumors). They praised especially the lack of after- 
pains and the styptic action. They agree with Brown concern- 
ing tonsillectomy. For anzsthetizing the bladder for cystoscopy 
they used solutions of 10 to 20 per cent. 

Chavanne® was not successful in using these solutions on the 
nasal mucous membrane. Gaudier’s® experiments in these direc- 
tions, however, were favorable. 

In his first communication Schepelmann’ recommended 
chininum hydrochloricum combined with antipyrin as “a very 
useful endo- and hypodermic local anesthetic.” In a more 
recent paper he confirmed his former observations and gave 
more detailed remarks on lumbar aneesthesia in animals. 
Schepelmann has, also, made experiments with hydrochininum 
hydrocloricum, on which he reported summarily only. He 
stated that pain is wanting at the beginning of the anzsthesia, 
but with its disappearance disagreeable sensations are noticed 
which last for hours. His “sinecain” he says acts better in this 
respect. 

Ephraim® tried very strong (50 per cent.) solutions of quinine 
urea together with suprarenin for anzsthetizing mucous mem- 
branes. After brushing the solution on several times complete 
anesthesia resulted, and a blanching of the mucous membrane, 
which the author declares due to epithelial necrosis. He reports 
excellent results concerning the anesthesia for nasal operations 
(septum resection) after the submucous injection of 1 per cent. 
solutions. He later abandoned this method on account of the 
insufficient bloodlessness (even when he added suprarenin) and 
troublesome hemorrhages. He warns against highly concen- 
trated solutions (50 per cent.) in the larynx, but recommends 1 
per cent. solutions for anzsthetizing the mucous membranes of 
thé trachea and bronchi. Later he combined these with anti- 
pyrin. 

Our attention had been drawn to the anzsthetizing qualities 


of quinine and its derivates for some time. As we have taken 
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up their systematic study, we think it best even now to publish 
in a few words some of our observations, since the interest in 
this group of anzsthetics is evidently growing. 

We first observed the anzsthetic action which quinine and its 
derivates exert on the eye during experiments for determining 
the behavior of rabbits’ eyes under zthylhydrocuprein, more 
especially for eliciting what concentration of the hydrochloric 
salt in aqueous solutions could be borne by a rabbit’s eye. As far 
as we know hitherto no oculist has undertaken to make use in 
serpiginous ulcer of the chemotherapeutic action of ethylhydro- 
cuprein on the pneumococcic infection of mice,? which has been 
known for a year. Although it is perfectly clear to us that the 
clinician himself must furnish the basis for experiments on the 
human eye and must make all necessary previous studies on his 
own responsibility, we have thought that by determining the con- 
ditions in the rabbit’s eye we could ease his responsible task and 
at the same time could call attention to certain noxious influ- 
ences and side effects. 

What we have found in these studies on the anzsthetic action 
may of itself be of sufficient interest to warrant separate con- 
sideration. 

1. The Anesthetising Effect. 

Thus far we have studied the aqueous solutions of the hydro- 
chlorates ‘of zthylhydrocuprein (Zimmer), of hydrochinin 
(Zimmer) and of quinine, as well as the olive oil solution of the 
base of xthylhydrocuprein. With a properly concentrated so- 
lution we have seen anesthesia of the cornea in all cases in 
which we have brought these solutions into the conjunctival sac 
of the rabbit’s eye. 

We usually proceeded in the following manner when experi- 
menting on a rabbit’s eye: The eyelashes and long hairs around 
the eye were cut off short. Then by lifting the lower lid a pocket 
was formed and so much of the solution dropped into this that 
the fluid would cover the whole cornea. It thus remained for 
about a minute, any loss of fluid being at once replaced. Then 
the animal was released for observation, the eye not being washed 
out or wiped clean. 

The beginning of the anesthesia can often be recognized by 
the opening of the eye which the animal usually shuts tightly 
just after the instillation and by the stopping of reflex move- 
ments (blinking and wiping with the paw). We tested the 
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sensibility by touching forcibly, even depressing the cornea in 
different parts. Of course, in this the lids must neither be 
touched nor pulled apart. 

In this manner it was easy and certain to determine a total 
anzsthesia of the cornea. The rabbit then does not react by any 
movement of the lid on hard pressure causing a depression 
in the cornea. The cornea may even be scratched with a cat- 
aract knife or cut without any resulting reaction on the part of 
the animal. It is well to avoid jerky, forcible turning of the eye, 
as may be produced when the probe glides off. Yet, we some- 
times have observed that even violent movements of the eyeball 
produced on purpose were evidently not perceived by the animal, 
while often even at the height of the anzsthesia they caused a 
reaction. 

As easy as it is to ascertain the full anzsthesia, as difficult it 
is sometimes to determine lower degrees of reduction of sensi- 
bility. The full anzsthesia is, especially with stronger solutions, 
obtained so quickly that no doubt about it can exist. It is, how- 
ever, quite difficult to judge as to the degree of anesthesia when 
weak solutions are used, which no longer produce a full anzs- 
thesia, or as to the perfect disappearance of the anzsthesia. 
The first sign that the anzsthesia is no longer complete is the 
return to the sensation of hard pressure. The return of sensi- 
bility is, however, not continuous, but oscillating. We have often 
noticed that after a few minutes in which the animals reacted to 
hard pressure, there came moments in which even a very hard 
pressure produced no reaction. Even the distribution over the 
cornea of the anzsthesia is not uniform during its disappearance ; 
thus it may happen that at a certain time the temporal half of 
the cornea is still anesthetic, while touching the nasal half pro- 
duces a normal reaction. There are, furthermore, some rabbits 
who react more slowly and irregularly on a slight touch. 

These individual variations of different rabbits must be taken 
into account when determining the limits of action of different 
preparations in very diluted solutions, even in those which still 
may produce complete anesthesia; this disturbing influence must 
be removed by comparative experiments of both eyes of one and 
the same animal or through a iarger series of experiments. 

On account of their high solubility in water very concentrated 
solution can easily be made with zthylhydrocupreinum hydro- 
as is well 


chloricum and hydrochininum hydrochloricum, while 
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known—of chininum hydrochloricum only 3 per cent. are soluble 
in water. This for the present excludes the latter alkaloid from 
experiments with very strong solutions as we do want to add 
anything to make it more soluble, since we would first have to 
study the influence of any such substances. 

After the instillation of a 20 per cent. solution of zthylhydro- 
cuprein and hydrochinin, in one minute at the latest a complete 
anesthesia is established, with a 10 per cent. solution in 2 
minutes. 

The duration of this complete anesthesia is extraordinarily 
long. The 20 per cent. solution of zthylhydrocuprein causes an 
anesthesia which is still complete after 10 days, perhaps some- 
what weakened after 13, and perfectly gone only after 16 days. 
After the instillation of a 20 per cent. solution of hydrochinin 
the anesthesia is still complete 15 days later. A 10 per cent. 
solution of zthylhydrocuprein caused a complete anzsthesia for 
4 days, which had disappeared after 8 days only, while the anzs- 
thesia from a 10 per cent. solution of hydrochinin lasted less 
than 24 hours. Such a prolonged duration of the quinine anzs- 
thesia after intercutaneous injection has previously been men- 
tioned by Hertzler, Brewster and Rogers (\.c.). 

When using a 5 per cent. solution of zthylhydrocuprein the 
anesthesia is complete after 2 to 3 minutes, with an equally 
strong solution of hydrochinin after 4 minutes. This complete 
anesthesia lasts from 2 to 3 hours. Twenty-four hours later the 
sensibility of the cornea is again normal. 

Solutions’ of 2 to 2% per cent. of these salts produced com- 
plete anzsthesia after 3 minutes, which never lasted less than 45 
minutes and more than 2 hours. 

A 1.25 per cent. solution of zthylhydrocuprein causes com- 
plete anesthesia after about 3 minutes which lasts from one-half 
to one hour. 

When a 1 per cent. solution is used the results become irregu- 
lar, probably on account of the varying individual behavior of 
the animals. The anesthesia is still a complete one, its beginning 
varies between 1% and 10 minutes, its duration between about 
15 and 45 minutes. 

Solutions of 0.5 to 0.63 per cent. do not always produce com- 
plete anzsthesia; in one case no effect at all was produced, in 
other cases a complete anesthesia was observed lasting longer 


than 55 minutes. 
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An experiment with chininum hydrochloricum in a 3 per cent. 
solution gave complete anesthesia after 114 minutes which lasted 
about an hour; but a 1.5 to 0.75 per cent. solution was unpro- 
portionately less effective. The anesthesia was complete and 
came on after 4 or 5 minutes, but had disappeared 7 to 8 min- 
utes later. 

The bases of zthylhydrocuprein and hydrochinin are well 
soluble in oil. First we experimented with oily solutions of 
ethylhydrocuprein. Solution of 10 to 1.25 per cent. produced 
total anesthesia. It began after three to five minutes. It lasted 
with the 10 per cent. solution more than 4% hours; the next day 
it had disappeared. With a 5 per cent. solution the anzsthesia 
lasted 35 to 45 minutes; with a 2.5 per cent. one more than 40 
minutes; with a 1.25 per cent. one only 2 minutes. In one ani- 
mal after the insillation of the 2.5 per cent. solution the anzs- 
thesia came on late, only after 8 minutes, and lasted but little 
over 6 minutes. 

If, as we have done in some experiments, the 2 to 0.5 per cent. 
aqueous solutions are permitted to act longer, up to 5 minutes 
under certain conditions, a very considerable prolongation (with 
0.5 per cent. an hour) of the anzsthesia may result. 


2. Side-effects. 


First we want to state that when using less concentrated solu- 
tions, up to 2.5 per cent, we saw no side-effects at all. The cor- 
nea remained clear, the conjunctiva unaltered. Only when the 
eye was bathed for a longer time (5 minutes) in a 2 per cent. 
solution of quinine we saw a very fleeting slight opacity of the 
cornea and chemosis; even with a 0.5 per cent. solution we saw 
under the same conditions a slight and quickly evanescing cor- 
neal opacity. Once, when we used a 2 per cent. hydrochinin so- 
lution for four minutes, a fleeting chemosis and a dense opacity 
of the cornea resulted. This opacity disappeared after 24 hours 
only. This increase in side-effects under prolonged action goes 
evidently parallel with the increase of the anzsthetic effect. 

When a 5 per cent. solution is employed for 1 minute in the 
manner detailed, there results usually a slight and transient 
mucoid secretion. Once when we used xthylhydrocuprein a 
considerable degree of conjunctivitis resulted and very soon a 
steamy opacity of the cornea appeared, which, however, was 


gone again after a few minutes. 
Under the action of 10 per cent. and 20 per cent. aqueous 
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solutions a dense corneal opacity almost always developed very 
rapidly, which varied in duration, and sometimes remained per- 
manent and was accompanied by more or less severe chemosis. 
With a 10 per cent solution of hydrochinin once only the opacity 
was slight and quickly evanesced. 

Such concentrated solutions, however, do not enter into con- 
sideration. The great alterations which they produce result in a 
long persisting anzsthesia and a deep lesion of the corneal tissue. 

The slight degree and the shorter duration of the anzsthesia 
and the side-effects from a 10 per cent. oily solution of zthylhy- 
drocuprein are worthy of attention. In further experiments we 
intend to study this method the more since the results do not 
agree with the theoretical expectations and the experiences with 
other oily collyria. 

Undoubtedly the opacities are not of a uniform character; 
they must be studied further. Those which arise and disappear 
quickly may, perhaps, be due to little soluble alkaloid bases 
which may in small quantities be liberated in the tissue and soon 
be redissolved and absorbed. The more lasting opacities are, 
of course, the result of damage to the tissues. How far this is 
due to the drying out from the anesthesia, we will have to find 
out by further researches. (In one rabbit we saw an immediate 
primary opacity disappear rapidly, but the next day a new but 
transient one made its appearance. ) 

Concerning all attempts to employ the alkaloids of the quinine 
series in the human eye, whether chemotherapeutically or for 
anesthetic purposes, we fully agree with Best,!° who says: The 
experience on man only can determine the opacifying action on 
the cornea of an agent which we want to introduce into therapy. 
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MEDICAL SOCIETIES 


PHILADELPHIA POLYCLINIC OPHTHALMIC 
SOCIETY. 
November 14, 1912. 
Dr. Wendell Reber in the Chair. 
Treatment of Disorders of the Lacrimal Apparatus—Dr. W. W. 
Watson. 

Varied disorders of the lacrimal apparatus extend from a 
simple inflammation of the lacrimal gland which is rare (a 
dacyro-adenitis) to suppurating disturbances of the sac and 
naso-lacrimal tubes of a profound type. The treatment there- 
fore must be of such a character as to meet these various re- 
quirements to combat the progress of the disease successfully. 

Obstruction of the naso-lacrimal duct are usually situated at 
the commencement of the canal or at its opening into the nose. 
A method of ascertaining if there is a stenosis of the naso- 
lacrimal passage is to introduce into the canaliculus the needle 
of an Anel’s syringe as far as the sac and with it inject a small 
quantity of salt solution stained with fluorescine. If the canal 
is patulous the colored fluid will present at the nose. Absolute 
proof, however, is the passage of a probe and slitting of the 
canaliculus. Treatment by sounds must be kept up with a grad- 
ual increase in their size until a Bowman’s No. 4 at least passes 
with ease. The probe should be introduced every few days if 
the patient can come for treatment that often, but if not the 
wearing of a style is advocated for a short time. If there is a 
continual recurring tumefaction in the nose, resection of the in- 
ferior turbinate is indicated. 

Treatment of chronic dacryocystitis is directed to the under- 
lying nasal cause and the extirpation of the sac. Preservation 
of the sac is usually impossible if bony strictures are present 
and early removal should always be considered in the laboring 
classes, who have little time to spare. 

_In acute dacryocystitis developing rapidly into an abscess, 
treatment should be directed toward prevention of abscess for- 
mation. Restore the lumen of the duct by sounds and if possible 
induce the fistula to close, if the cutaneous wall has had to be 


incised for abscess. 
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DISCUSSION. 

Dr. Posey :—‘*My own practice differs somewhat from that 
mentioned by Dr. Watson. In acute dacryocystitis it is my prac- 
tice to place the patient under ether, and to evacuate the pus 
from the sac by slitting up the lower canaliculus. The stricture 
in the duct is then overcome by probing and a style introduced 
to keep the duct patulous. Healing is prompt and this method 
has the advantage of not only relieving the acute condition but 
also of correcting the cause at the same time. It is essential that 
the short end of the style should rest securely in the groove of 
the incised lower canaliculus, for cosmetic reasons and to pre- 
vent the incision from healing. The style may be left in situ 
for months. Never syringe after probing, on account of the 
danger of some of the fluid getting into the soft tissue of the 
orbit through a rent in the mucous membrane.” He depreciated 
the use of silver nitrate or other strong caustics in syringing and 
said that he had once seen optic atrophy arise (in the case of a 
colleague) from orbital cellulitis excited by syringing with a 1 
per cent. solution of silver nitrate, the solution gaining access to 
the tissues of the orbit in consequence of a false passage made 
with the tip of the syringe. In all cases where the mucous mem- 
brane of the sac was secreting pus and in all cases of mucocele, 
he advised the immediate removal of the sac. He had never re- 
moved a portion of the lacrimal gland, and cited a case occurring 
in the practice of a colleague in which serious corneal complica- 
tions arose following the excision of the palpebral portion of 
the gland. He cautioned against the employment of Weber’s 
canaliculus knives with curved tips. In many cases of stilli- 
cidium the stricture is in the canaliculus, near its entrance into 
the sac, and unless a straight probe pointed knife be used, the 
surgeon will not succeed in entering the sac in such cases but will 
merely slit up the canaliculus. 


Dr. Harbridge :—‘Following a discussion of this subject last 
season before this Society, I selected three patients with lacrimal 
trouble in which there was present a profuse purulent discharge. 
Each was thoroughly cleaned and a probe passed once. Subse- 
quent treatment consisted of washing with a boracic acid solu- 
tion’ followed by a very weak iodine solution (few drops of 
Lugol’s solution).. The pus disappeared and in its place there 
has persisted a moderate mucous discharge. One in which the 
washing was withheld for a time promptly returned to a puru- 
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lent discharge. It is likely that removal of the sac will be the 
only means which will afford entire relief.” 

Dr. Kistler :—‘I would like io say something in regard to the 
lead style. Dr. Posey remarked that he leaves the style in for 
six months without taking it out; also that it needs no cleaning. 
I have been troubled with concretions forming at the root of the 
style. If I had not removed them at that time they would have 
been completely eaten off. I have had this experience twice or 
three times. In one case particularly the wire was almost entirely 
eaten off. In the two other cases the wire was covered with a 
corrosion that was hard to remove.” 

Dr. Peter :—‘“I have had experiences similar to the kind Dr. 
Kistler just spoke of. I find that leaden styles will have a cer- 
tain amount of corrosion on them. For that reason I have been 
in the habit of removing these styles once in three weeks and 
often I find I have to put in new styles.” 

Dr. Posey said there was always some corrosion at the nasal 
end of the styles, but that he had never seen it give rise to any 
trouble. The styles should not be made of pure lead, but of an 
amalgum of lead and zinc. He had removed styles which had 
remained in situ two years or more without giving rise to irrita- 
tion. He had once removed a piece of gold wire from a man’s 
nose, which had been inserted into the duct 28 years previously. 

Dr. Reber :—“Some years ago Dr. Sweet removed with great 
difficulty a style that had been in the duct for 7 or 8 years. Per- 
sonally I don’t see why the styles should not be removed oftener, 
but it seems to me it would be preferable to have the sac re- 
moved. In the matter of acute dacryocystitis I support Dr. 
Posey. I saw a young man yesterday, 20 years of age, who has 
been sadly overtreated. He is wearing a very poor correction ° 
which may have something to do with the existing condition. 
The anterior end of the inferior turbinate on the affected side 
was cedematous and obstructing the valve-like opening at the 
lower end of the lacrimal nasal duct. Removal of the anterior 
end of the inferior turbinate body entirely relieved the epiphora. 
I agree with Dr. Posey that where there is mucocele or dacry- 
ocystitis extirpation is the best procedure.” 


Senile Cataract Extraction Followed by Certain Complications.-- 
Dr. D. Forest Harbridge. 

Referring to the operation for the extraction of senile cataract 

in the very old, spoke of the subsequent disaster which fre- 
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quently occurred during convalescence or later, influencing pri- 
marily the utility of the eye and very likely secondarily the life 
of the patient. The Secondary effect is to be qualified by the 
expression “very likely” for the reason it is difficult for a phy- 
sician to estimate accurately the resistive and recuperative pow- 
ers of the old and infirm patient. The greatest proportion of 
senile cataract patients coming to operation are between the ages 
of sixty and seventy-five years. A very small minority of opera- 
tions occurring above the age of eighty years. 

The writer recalled eight operations upon patients eighty years 
or above which strongly impressed him by severity of the opera- 
tion upon the individual’s subsequent life history. In certain 
instances the extreme shock lasting for months finally terminat- 
ing in death. 

Two patients dying within a year from cerebral hemorrhage. 
One patient (diabetic) dying within three days from an uncon- 
trolled vomiting. Two (same patient) one eye lost as the result 
of an injury while delirious, really useful vision of remaining 
eye persisted for three years. One, an extremely nervous pa- 
tient squeezed the lids at time of first dressing causing the wound 
to open, necessitating further attention. Patient remained pro- 
foundly prostrated for some two years. One, mildly delirious, 
removed her bandage three times the first day. She was allowed 
to sit up the following day, and to return home on the ninth day 
with a perfect result. One, complicated by premature extrusion 
of the lens followed by fluid vitreous. Twelve hours later pa- 
tient developed acute mania. The wound healed kindly. At the 
present writing (one month), the patient remains so profoundly 
shocked that life is in imminent danger. 

In all there were present mental disorder, from a mild de- 
lirium to acute mania, and in only one can the result be consid- 
ered entirely satisfactory. 

Dr. Harbridge does not take the above as contraindicating the 
operation under certain circumstances, but he does feel that 
“very likely” the shock lessens the length of life in many patients. 
It should therefore be taken as a warning not to be too aggres- 
sive, for if these old patients can get about with a fair degree of 
comfort it is better not to interfere. 


DISCUSSION. 


Dr. Posey :—“Dr. Harbridge has done well to point out that 
the operation for cataract is a great shock to the patient. At 
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least 10 per cent. of those operated on suffer from temporary 
mental aberration. It was held by some that the delirium was 
due to the atropin which was dropped in the eye subsequent to 
the operation, but we know that that is not true, because delirium 
has been observed when atropin was not used. Schmidt-Rimpler 
thought that it was due to the exclusion of mental impressions in 
consequence of the bandaging of both eyes. But the delirium 
has occurred when no bandage was used. A French observer, 
Martin, thought it was due to auto-intoxication, probably from 
a retention of urine, but this may be disproved by our own ex- 
perience at the Wills Hospital, where it is the rule to clean out 
the bowels before the operation, to keep the diet low for 24 to 28 
hours and to catheterize the patient if the urine is not voided. 
Dr. Kipp claimed that homesickness was the cause of the de- 
lirium, but we have seen these patients delirious when operated 
upon in their own homes. In my opinion, the delirium is due to 
the excessive preoccupation of the patient both before and after 
operation and to various senile vascular changes in the brain. 


-In most cases the delirium passed away in 10 diys to two weeks, 


but in those predisposed to insanity chronic mania may ensue. 
Dr. Posey said that the operation for the removal of cataract 
should only be undertaken in very old subjects when vision was 
so low that it no longer permitted the sufferer to get about. In 
a few cases, death ensued shortly after the operation from pneu- 
monia or apoplexy and he was convinced from his own experi- 
ence that the shock of the operation frequently hastened death. 
Many of his aged patients who had successfully been operated 
upon died within a year of the operation.” 

Dr. Reber :—“*What Dr. Posey has said just about covers all 
there is to this matter. The whole subject is an intensely inter- 
esting one to me. I feel exactly as Dr. Posey does and I do not 
often advise people over 80 years of age to have an operation. 
There is almost always so much psychic excitement that I always 
advise a preliminary iridectomy in younger people. In one of 
my cases pneumonia developed fulminantly in a very fat man 61 
years of age. He was perfectly well the evening of the 4th day 
and died in about an hour. I believe we should not promise the 


patient or the family too much. My usual statement is that if 


the patients can get about by themselves it is all that can be rea- 


sonably expected.” 
Dr. Zentmayer reported that he had a patient die after a cat- 
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aract operation. He had been up and about but was found dead 
in bed. He was very feeble. His mentality was not of the best 
but no apparent cause was found for his death. 

Dr. Harbridge, closing :—Regarding the question of a prelim- 
inary iridectomy, Dr. Harbridge rather favors this method as 
possessing certain advantages, in that it affords in a measure an 
opportunity to know how both the patient and his tissues will 
withstand such interference. 

D. Forest HaArprince, M.D., Secretary. 


ABSTRACTS FROM MEDICAL LITERATURE. 


By J. F. SHoEMAKER, M.D., 
ST. LOUIS, MO. 


SERUM AND VACCINE THERAPY IN CONNECTION 
WITH DISEASES OF THE EYE. 


C. W. G. Bryan (Brit. Med. Jour., March 23, 1912) believes 
that chronic inflammation of the lacrimal sac offers a hopeful 
field for treatment by vaccines. Next in frequency to pneumo- 
coccus comes staphylococcus as infecting organism, and such 
cases can be treated with success by doses of 100 to 500 million 
of stock vaccine repeated once a week. Staphylococcus aureus 
is the cause of many varieties of chronic or recurrent disease of 
the lids, and such disease can be cured by vaccine in doses of 100 
to 1,000 million. Blepharitis is due to such infection, and is 
usually associated with an error of refraction. Cases may be 
cured by means of staphylococcus vaccine, and if the refractive 
error be corrected there is no tendency to relapse. Chalazions 
and hordeola show great tendency to recur frequently in some 
patients; cure can be obtained by a three months’ course of 
treatment by staphylococcus vaccine. Many varieties of acute 
conjunctivitis clear up so rapidly with antiseptics that there is 
no indication for further treatment. Acute gonococcal conjunc- 
tivitis is a disease of grave prognosis, and here vaccine is of 
great value. Of two severe cases which Bryan treated, in one 
a cure was obtained in ten days, in the other no apparent benefit 
resulted. He has treated three cases of gonococcal ophthalmia 
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in new-born infants with doses of one-half to 1 million of vac- 
cine; the disease became cured in each case without infection of 
the cornea. 

In acute gonococcal conjunctivitis, Bryan says that if the treat- 
ment be commenced before the internal parts of the eye are 
affected, good results may be obtained with vaccine, but it is 
necessary to use very small doses repeated at short intervals, the 
object being to avoid as far as possible negative phases, and to 
obtain only rapid and repeated positive phases. Every effort 
must be made to increase the blood-supply of the cornea and to 
wash away discharge frequently. Free discharge is to be looked 
on as useful, as it is by this means that opsonins are brought 
through the diseased tissues. Of the more chronic forms of con- 
junctivitis, Parinaud’s conjunctivitis is probably due to Staphy- 
lococcus albus. Bryan has treated one case with staphylococcus 
vaccine for some weeks, but was unable to make out any good 
effect from the treatment. Cases of conjunctivitis due to the 
diplobacillus of Morax, and others due to Friedlander’s bacillus, 
have been benefited by vaccine treatment. It is difficult to pre- 
pare a vaccine from the diplobacillus, owing to its delicate 
growth; cultivation on peritonitic serum agar has given the best 
results in his experience. 


In staphylococcal ulceration of the cornea vaccine treatment 
has given good results. In acute ulcer of the cornea, due to 
pneumococcus, treatment by vaccines has been followed by a fair 
measure of success, but it is necessary to begin the treatment 
early, as the disease usually progresses rapidly. Immediately 
the diagnosis is made 25,000,000 of polyvalent stock pneumoc- 
cus vaccine should be given; cultures of the patient’s own organ- 
isms should be planted, and a specific vaccine made as rapidly as 
possible. Twenty million of this is a suitable dose to commence 
with, but may be increased in four or five days if the treatment 
is being regulated by estimations of the opsonic index and clini- 
cal appearances. A variety of acute streptococcal infection is 
the pseudomembranous ophthalmia of infants. Toxemia is in- 
tense and death is the usual result. In internal disease of the eye 


* due to pyogenic organisms the obtaining of a bacteriologic diag- 


nosis is difficult. In all such cases vaccines can be used with 
good hope of success, cultures being obtained from the primary 
focus of disease.—Jr. A. M. A. 
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SIME CASES OF OPTIC NEURITIS, BENEFITED BY 
OPERATIONS UPON THE SPHENOIDAL SINUS 
AND POSTERIOR ETHMOIDAL CELLS. 


Harmon Smith (N. Y. Med. Jour., August 6, 1911) advocates 
operating upon the sphenoidal sinus and posterior ethmoidal cells 
for the relief of optic neuritis, where other causes of the neuri- 
tis can be eliminated and where no constitutional condition con- 
traindicating operation exists. He argues that the fact that 
rhinoscopic examination shows no evidences of empyema of the 
accessory sinuses does not negative the possibility of such in- 
volvement being the cause of the optic nerve trouble; since such 
evidences may have subsided. Furthermore, Onodi, Loeb and 
others have shown that the optic nerve shows no constant anato- 
mical relation to the sphenoidal sinus and the posterior eth- 
moidal cells, it frequently running through these sinuses, some- 
times with, and sometimes without bony covering. When it 
passes through the sinus without bony covering, a milder 
involvement of the sinus than an empyema might be suf- 
ficient to impair its function by affecting the circulation 
through pressure, since pressure either upon the nerve itself 
or upon its nutrient vessel will produce visual disturbances. 
Hence the value of operation to relieve this pressure, whether it 
be due to empyema, periosteitis, or hyperemia from nasal con- 
gestion. He describes briefly his method of operating and re- 
ports three cases operated on by him, where, previous to the 
operations, the patients were so nearly blind that they had to be 
led about and after the operations they regained sufficient vision 
to get about nicely and two of them were able to return to their 
work without difficulty, one having vision of 20/40 in the right 
eye and 20/50 in the left eye. The visual disturbance had ex- 
isted several months in all of these cases. Had operations been 
performed earlier the visual results would without doubt have 
been much better. 


A CASE OF MIXED ASTIGMATISM PRESENTING 
SYMPTOMS OF BRAIN TUMOR. 


Aron Brav and Max Staller (N. Y. Med. Jour., August 26, 
1911) report the case of a man, 50 years of age, presenting the 
following symptoms: severe headache, lasting over three months 
and becoming apparently worse daily, most severe in the parietal 
and occipital regions; frequent attacks of nausea, vomiting 
several times; vertigo, becoming so severe he could not raise, his, 8. ot 
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head from his pillow; loss of memory; depression of spirits and 
irritableness ; loss of co-ordination, staggering to and fro when 
attempting to walk; and finally, dimness of vision and diplopia. 
Examination showed heart, lungs, kidneys and liver functioning 
normally. Knee jerks below normal and Babinsky’s and para- 
doxical signs absent. Ocular examination showed a high degree 
of mixed astigmatism. The patient was therefore placed under 
atropin, and after being under the influence of the cycloplegic 
two days practically all the symptoms disappeared. Retinoscopy 
and the test with lenses showed his refraction to be O.D.+1.50 
D.S.-—3.50 D.C. ax. 165. O.S.4-.50 D.S.-—4.00 D.C. ax. 15. 
Vision with correction equaled 5/6. These lenses were given to 
the patient and he suffered with none of the symptoms any more 
after beginning to wear his glasses. The value of retinoscopy 
and the importance of careful refraction of patients presenting 
such symptoms is urged by the writers. 


REPORT OF TWO CASES OF OCCIPITAL ABSCESS 
WITH WERNICKE’S PUPILLARY PHAENOMENON. 
Israel Strauss (N. Y. Med. Jour., Aug. 12, 1912) reports two 

cases of occipital abscess in which the Wernicke phenomenon 
was present. Wernicke taught that in hemianopsia, if the lesion 
be in the optic tract between the chiasm and the external genicu- 
late body, there would be no pupillary reaction when light was 
thrown on the blind half of the retina only, while if the lesion 
be back of the geniculate body there would be pupillary reaction 
to light thrown on the blind half of the retina, this being due to 
the anatomical course of the pupillary fibres. There should, 
therefore, be hemiopic pupillary reaction in the author's cases 
since the lesions were in the occiptal lobes, back of the external 
geniculate bodies. He explains the fact that there was no pupil- 
lary reaction to light thrown on the blind half of the retina, on 
the supposition that the abscess in the occipital lobe in some way 
brought about pressure on the optic tract in front of the genicu- 
late body, possibly by a blood vessel being drawn taut over it, 
although this was not demonstrated at the post-mortem because 
of the manner of the removal of the brain. He refers to reports 
by Wernicke, Tinck, and Cushing, who report cases where it 
was demonstrated post-mortem that bloodvessels, drawn taut by 
existing hydrocephalus, left distinct pressure marks upon the 
optic tracts and other cranial nerves, Cushing showing that ab- 
ducens. paralysis in hydrocephalus is produced in this manner. 
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